Parent empowerment may be impacted by stressors and other psychological processes, and has been correlated with parent advocacy, an internal locus of control, and selfefficacy (Brookman-Frazee, 2004; Nachshen, 2005) .
Given the often chronic nature of behaviour problems in youth with ASD (Brereton et al., 2006) and the increasing role that parents play in caring for individuals with ASD across the lifespan (Seltzer et al., 2004) , it is important to look beyond the processes that lead to traditional coping dimensions of avoidant-vs. problem-focused.
Because many of these children's problem behaviours are unlikely to disappear in the short term, even with clinical support, chronic stressors may have an impact on a parents' ability to accept the unpleasant emotions that arise when confronted with these stressors.
Being able to accept the challenges that one is unable to change may be as helpful or more helpful than advocating for services (i.e., empowerment) (Blackledge and Hayes, 2006) . For example, although Hastings and colleagues (2005a) found that avoidant coping was harmful to parents of young people with ASD, they did not find that problemfocused coping was helpful. Instead, results suggested that the act of positively reframing Psychological Acceptance and Empowerment a potentially stressful event (deemed 'positive coping') was the most effective coping strategy.
Psychological acceptance is a process that refers to "the active and aware embrace of those private events occasioned by one's history without unnecessary attempts to change their frequency or form, especially when doing so would cause psychological harm" (Hayes et al., 2006, p. 7) . This construct is likely relevant to parents of children with ASD, particularly when problematic situations cannot be immediately resolved or addressed.
Although not yet studied with parents of children with ASD, psychological acceptance has been examined in parents of children with intellectual disabilities (Lloyd and Hastings, 2008; MacDonald et al., 2010) . Lloyd and Hastings (2008) examined adjustment among 91 mothers of children with intellectual disabilities and found that psychological acceptance was negatively correlated with maternal anxiety, stress, and depression. Most recently, MacDonald et al. (2010) found that psychological acceptance functioned as a partial mediator of the relation between child problem behaviour and fathers' stress, depression, and anxiety in a sample of 99 fathers of children with intellectual disabilities. Increases in problem behaviours were associated with a decrease in psychological acceptance, which was correlated with an increase in paternal maladjustment.
Although a similar mediator study of psychological acceptance in parents of young people with ASD has yet to be conducted, there is some initial evidence that it has particular relevance to these families because of the unique challenges they experience. Blackledge and Hayes (2006) used a repeated measures design to examine the effectiveness of a 2-day (14-hour) acceptance and commitment therapy (ACT; Hayes et Psychological Acceptance and Empowerment al., 1999) training workshop with 20 parents of children with autism. The ACT training taught participants skills to facilitate the "acceptance of unpleasant emotions, diffusion from difficult thoughts, clarification of the client's personally held values and corresponding goals, and enhancement of the client's effectiveness in moving toward those values and goals" (Blackledge and Hayes, 2006, p. 3) , and found that general distress, depression, and maternal acceptance significantly improved after treatment and at 3-month follow-up.
Given the importance that empowerment and acceptance may have as mediators of the impact of child problem behaviour on parental adjustment, the current study tested two hypotheses. First, child problem behaviour would predict parent mental health problems after controlling for characteristics of the child (age, ASD symptoms, and gender), parent gender, socioeconomic status, and negative life events experienced in the past year. Second, internal psychological processes (specifically, parent acceptance and family empowerment) would mediate the effect of child problem behaviour on parent mental health. The current study conducted a test of multiple mediators to help explain by what means stressors exerted their influence on parent outcome (see Kenny, 1986, and Preacher et al., 2007 , for discussion of mediators).
Methods

Participants
Participants included 228 parents of children diagnosed with ASD aged 6-21 years old (81.5% boys; mean age = 11.80, SD = 3.58). Children's diagnoses, as reported by parents, included Asperger Syndrome (54%), high functioning autism (14%), PDD-NOS (13%), and autism (19%). Only children who met the clinical cut-off total score of Psychological Acceptance and Empowerment over 76 based on the Autism Spectrum Quotient were included in the study, to ensure that they had sufficient symptoms of ASD (Auyeung et al., 2008) . Roughly 77% of these children were placed in full-inclusion classrooms. Most parents were female (93%) and the child's biological parent (93%). Participants also included adoptive parents (4%), stepparents (1%), grandparents (2%). Only one caregiver per family was able to participate in the survey. Seventy-five percent of respondents were married. Highest education levels among participants were as follows: 17% obtained a post graduate degree, 24% graduated university, 34% graduated college, 22% graduated high school, and 3% completed some high school. Household income levels among participants were as follows: 29% earned $100,000 or higher, 18% earned $81,000 to $99,000, 12% earned $61,000 to $80,000, 17% earned $41,000 to $60,000, 12% earned 26,000 to $40,000, and 12% earned $20,000 or less. Most of the participants were from Canada (91%), with many living in Ontario (62%), British Columbia (10%), Alberta (10%), and Newfoundland/Labrador (6%), as well as Manitoba, Quebec, Saskatchewan, and New Brunswick (each less than 1% Nisonger Child Behavior Rating Form -Parent Form (NCBRF-P; Aman et al., 1996) . The NCBRF-P is a parent-report scale that assesses social competence and problem behaviours among children. Parents are instructed to respond using a four-point Likert scale ranging from not true (0) to completely or always true (3) over the last month. Problem behaviours are measured across 66 items and six subscales: conduct problem, insecure/anxious, hyperactive, self-injury/stereotypic, self-isolated/ritualistic, and overly sensitive. Parents are instructed to indicate the occurrence rate and severity of Psychological Acceptance and Empowerment the problem behaviours over the last month. The psychometric properties of this scale have been examined within a sample of children and young people with ASD (Lecavalier et al., 2004) . Lecavalier et al. (2004) replicated the factor structure originally found by Aman et al. (1996) within this sample using confirmatory factor analyses and indicated acceptable internal consistency for problem behaviours subscales (alpha coefficients range from .71 to .92). An overall problem behaviour score was used as the predictor variable for the current study (alpha coefficient = .96).
Autism Spectrum Quotient -Children's Version (AQ-C; Auyeung et al., 2008) .
The AQ-C is a parent-report scale that assesses the severity of autistic traits among children. This scale consists of 47 items and five subscales: social skills, attention switching, attention to detail, imagination, and communication. Each subscale includes ten behaviour statements (with the exception of attention to detail, which includes seven) that parents are asked to rate using a 4-point Likert scale ranging from definitely agree (0) to definitely disagree (3). Total AQ-C scores reflect the sum of all items; the lowest possible score (i.e., 0) suggests no autistic traits and the highest possible score (150) indicates high levels of severity for all traits. As a screening tool, the AQ-C has high sensitivity (95%) and specificity (95%) using a cut-off score of 76 (Auyeung et al., 2008) . The AQ-C has strong test-retest reliability (r = .85, p <.001) and high internal consistency for the overall measure (alpha coefficient = .97) and subscales (alpha coefficients range from .83 to .93; Auyeung et al., 2008 ). In the current study, internal consistency for the overall scale was adequate, but lower than in previous studies (alpha coefficient = .79).
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List of negative life events. Parents were provided with a list of negative life events that they experienced in the past year. The events provided were as follows: death of a first degree relative, death of a close family friend or relative, serious illness or injury, serious illness of a close friend or relative, problems with police or other authority, loss of a good educational assistant, loss of a good caregiver, loss of a close friend, child suspended or expelled from school, and difficult transitions. Parents received one point for each life event experienced.
Acceptance and action questionnaire -II (AAQ-II; Bond et. al., in press). The AAQ-II was used to measure psychological acceptance among parents with respect to caring for their child, also used by MacDonald and colleagues (2010) to measure psychological acceptance in fathers of young people with intellectual disability. The original AAQ-II included ten items, and similar to MacDonald et al. (2010) , two items were removed that could not be adapted for parents of children with disabilities. The remaining eight items were re-worded to refer specifically to children with ASD (e.g., "It's OK if I remember some of the difficult times I've had parenting my child with ASD", "I worry about not being able to control my worries and feelings about my child with ASD", "It seems like most people who have children with ASD are handling their lives better than I am"). Responses were indicated on a seven-point Likert scale, ranging from never true (1) to sometimes true (4) to always true (7), with higher scores representing more acceptance. The adapted eight-item scale has yielded high internal consistency in the past (alpha coefficient = .80; MacDonald et al., 2010) , and in the current study (alpha coefficient = .86). The focus of the AAQ-II is on acceptance of Psychological Acceptance and Empowerment difficult emotions and thoughts regarding the relationship with the child with ASD, not as a general measure of acceptance of overall difficulties (Lloyd and Hastings, 2008) .
Family Empowerment Scale (FES; Koren et al., 1992) . The FES is a parentreport scale that assesses empowerment in relation to parenting a child with disabilities.
This measure includes three subscales: family, service system and community/political; however, this study only included the family subscale. The subscale measures a parent's feelings of personal control and self-efficacy in relation to their child with disability, as expressed through their personal attitudes as a parent (sense of self), knowledge of their child's disability, and empowering behaviours (ability to act to obtain goals for their family and child). Four items are included for each form of expression, for a total of 12 items. Responses are indicated on a five-point Likert scale ranging from "very untrue" (1) to "very true" (5), with higher scores representing more empowerment. Internal reliability is high for the family subscale (alpha coefficient = .88), and test-retest reliability is strong (r=.83). This scale also exhibited high internal consistency in the current study (alpha coefficient = .90). The FES family subscale has been correlated with parent depression in parents of children with behaviour problems (Gerkensmeyer et al., 2008) .
Kessler 6-Item Psychological Distress Scale (K6; Kessler et al., 2003) . The K6 is a six-item screening tool for non-specific psychological distress, which asks about the frequency of symptoms (e.g. nervousness, hopelessness, etc.) on a five-point Likert scale ranging from "none of the time" (0) to "all of the time" (4), and is a now core measure in the annual US National Health Interview Survey, the US National Household Survey of Drug Abuse, and the Canadian National Health Interview Survey. Respondents are also given the option of responding "I don't know". The K6 has high internal consistency Psychological Acceptance and Empowerment (alpha coefficient = .89) and construct validity when compared with other mental health screening tools (Furukawa et al., 2003; Kessler et al., 2002) , and shows good agreement with widely used epidemiological diagnostic interviews (Kessler and Ustun, 2004; Wittchen, 1994) . The scale also exhibited high internal consistency in the current study (alpha coefficient = .86). A cut-off of 8-12 has been suggested for screening for mildmoderate mental health problems, and a score of 13+ reflective of serious mental illness (Kessler et al., 2003) . Fifteen percent of the current sample obtained a score suggestive of mild-moderate mental health problems, and 12% of the current sample met the clinical cut-off for serious mental illness.
Data Analysis Plan
All relations were examined for multicollinearity and homoscedasticity prior to analyses. To test the hypothesis that the established relationship between child problem behaviour and parent mental health problems is mediated by parents' psychological acceptance and empowerment, a test of multiple mediation was conducted using Preacher and Hayes' SPSS macro with bootstrapping (INDIRECT).
Results
Correlation Analysis
Bivariate correlations among study variables and parental mental health problems are shown in Table 1 . Pearson product moment correlations indicated that psychological acceptance and empowerment, as well as household income, were negatively related to the severity of parent mental health problems. Child problem behaviour was positively associated with parent mental health problems. Child age and ASD symptoms were not correlated with parent mental health problems. Parents of males with ASD showed a Psychological Acceptance and Empowerment trend toward significantly lower levels of mental health problems compared with parents of females, t(60.12) = -1.88, p = .07 1 .
________________
Insert Table 1 here
Child Problem Behaviour and Parent Mental Health Problems
First, a standard multiple regression was conducted to ensure that child problem behaviour (NCBRF) was related to parent mental health problems (K6) after controlling for age, gender, and ASD symptoms (AQ-C Total score), as well as parent gender, household income, and experiences of negative life events within the past year. As shown in Table 2 (Model 1), child problem behaviour was a significant predictor of parent mental health problems, accounting for 12% unique variance.
__________________
Insert Table 2 here __________________
STOPPED REVIEWING HERE
Test of Multiple Mediators of Parent Mental Health Problems
Multiple mediation, with parent psychological acceptance and empowerment as potential mediators, was tested using an SPSS supplemental macro script for testing multiple mediator models (see Preacher and Hayes, 2008) . Figure 1 shows the unstandardized coefficients of each pathway, and Table 2 (Model 2) shows the unstandardized coefficients for the final regression model including the control variables.
The overall model accounted for 29% of the variance in parent mental health problems.
As shown in Figure 1 (path c), the total direct effect of child problem behaviour was a significant predictor of parent mental health problems, before entering the mediator variables, t = 5.59, p < .001. The multiple mediator test revealed that the total indirect effect for the set of empowerment and acceptance was significant, point estimate = .30, 95% CI = .16 -.48, indicating that the set of mediators explained the relation between child problem behaviour and parent mental health problems. The direction of estimates in each pathway indicated that having more child problem behaviour was associated with poorer parent psychological acceptance, t = -6.17, p < .001, and less parent empowerment, t = -7.90, p < .001 (path a), but that only less psychological acceptance was associated with more parent mental health problems, t = -5.48, p < .001 (path b), accounting for 10% of the unique variance (empowerment accounted for less than 1% of the variance). The specific indirect effect of each mediator was examined to determine whether any individual variable significantly mediated the effect of child problem behaviour on parent mental health problems while also accounting for the other mediator.
Psychological acceptance was the only unique indirect pathway mediating the relationship between child problem behaviour and parent mental health problems, point estimate = .38, 95% CI = .22 -.59. Parent empowerment did not significantly contribute to the total indirect effect above and beyond psychological acceptance, point estimate = -.08, 95% CI = -.21 to .02. The relation between child problem behaviour and parent mental health problems remained significant after entering in the mediators and control variables (path c'), t = 2.79, p = .005, although only accounted for 3% of the unique variance, suggesting that psychological acceptance functions as a partial mediator. Given
Psychological Acceptance and Empowerment that the majority of respondents were mothers, a second test of mediation was calculated for only mothers who responded to the survey (n = 210), with the same pattern of results as described above.
Discussion
This study is the first to compare parent empowerment and psychological acceptance as mediators to explain the impact of child problem behaviour on parent mental health in parents of individuals with ASD. Similar to what has been found in previous research on parents of children with intellectual disabilities (Lloyd and Hastings, 2008; MacDonald et al., 2010) , greater psychological acceptance of difficult emotions and thoughts was associated with fewer parent mental health problems. Consistent with research that examined problem-focused coping in parents of young people with ASD or intellectual disabilities (Hastings et al., 2005a) , we found that greater parent empowerment was also associated with fewer parent mental health problems. However, when comparing the processes of empowerment and acceptance, only psychological acceptance emerged as a partial mediator of the impact of child problem behaviour on parent mental health problems, after controlling for ASD symptomatology, negative life events, parent and child gender, and child age. This adds to the growing literature indicating that problems that are chronic, stressful and not easily corrected through active problem solving may negatively impact a person's process of psychological acceptance, which can lead to poorer adjustment.
The current study contributes to what we know about the psychological processes that explain why child problem behaviour leads to parent mental health problems, through a test of multiple mediation. Previous research has shown that child problem behaviour Psychological Acceptance and Empowerment can serve to reduce parental self-efficacy (a correlate of empowerment), and as a result, increase maternal mental health problems in mothers of children with intellectual disabilities (Hastings and Brown, 2002) . Similarly, research has shown that child problem behaviour in children with intellectual disabilities can have a detrimental effect on parent psychological acceptance, and consequently on paternal mental health (MacDonald et al., 2010) . The current study suggests that when compared with each other, a decrease in psychological acceptance as a result of behaviour problems is a stronger predictor of parental mental health problems than is a reduction in parent empowerment.
The relatively chronic nature of behaviour problems in children with ASD may explain why acceptance is a more salient psychological construct for explaining parent mental health than is empowerment. As a process linked to problem-focused coping, high levels of empowerment would reflect parents' attempts to reduce problem behaviours through the mobilization of external resources and the application of behaviour-changing strategies. Indeed, improved parent adjustment has been shown in situations where child externalizing behaviours are reduced and do not return, such as in response to parenttraining interventions for children with developmental disabilities, including autism (Plant and Sanders, 2007; Roberts et al., 2006; Tonge et al., 2006) . If difficulties are manageable and support readily available, then an active, problem-focused coping style to solicit such assistance would be related to improved parent adjustment. For children with autism with more chronic behaviour problems, or for multi-stressed parents, a problem-focused process may not be sufficient to ensure positive parent adjustment. A recent efficacy study of the most widely used parent management training program (Incredible Years; Webster-Stratton, 2007 ) with children with autism or intellectual Psychological Acceptance and Empowerment disabilities found significant reductions in externalizing child behaviours, but no change in maternal rates of depression (McIntyre, 2008) . If problems are less manageable and/or support less available, it may be futile for parents to focus exclusively on trying to change the situation. Instead, it may be of utmost importance to understand and evaluate the situation of the family, and offer them both types of coping skills for use across different situations, given that multi-component interventions have been shown to be more effective than either behavioural or cognitive interventions alone (Singer et al., 2007) .
The fact that psychological acceptance acts as a mediator supports the exploration of acceptance and mindfulness-based interventions, such as ACT, as effective approaches for parents of children with ASD (Blackledge and Hayes, 2006; Hastings and Beck, 2004) . ACT focuses on parent acceptance of negative and difficult emotions, distancing from difficult thoughts, identifying personal values and goals, and developing effective strategies for moving forward with personal values and goals. Researchers have found that ACT improves mental health outcomes among parents of children with ASD by teaching parents to acknowledge and sit with their current difficulty (Blackledge and Hayes, 2006) . This may include accepting their child in pain or distress and/or accepting their own negative feelings toward their child at that moment. By doing so, they are better able to manage difficulties that will not change immediately and increase their own capacity to deal with the situation. Singh and colleagues have also explored mindfulness training as a parenting intervention among parents of children with ASD, and have found that parents' mindfulness training leads to greater satisfaction with parenting abilities and more positive social interactions with children (Singh et al., 2006; Singh et al., 2007) .
Mindful parenting among mothers was also shown to increase social skills exhibited by
Psychological Acceptance and Empowerment their child, as well as decrease aggression, oppositional behaviours, and self-injury exhibited by their child (Singh et al., 2006) . In our qualitative work on this topic, we have found that parents advocate for services but still feel unsupported and frustrated, and their sense of crisis with their child can feel relentless (Weiss and Lunsky, 2010 
Limitations
The method of sampling used (convenience sampling) limits the generalizability of these results. By conducting the participant recruitment and data collection over the internet, we may have excluded families not able to access or use internet. Although families were able to request paper and pencil versions of the surveys to be mailed, only three did. Also, the majority of the sample identified themselves as European Canadian, and highly educated; therefore, these results may not generalize across various cultures in these respects. That being said, household income was comparatively distributed, and controlled for during analyses. The information collected from families included in this study was based entirely on one parent's report, typically the mother. Consequently, these results may not generalize to other caregivers (e.g., fathers, grandparents, step or foster parents, etc.). In addition, we lack information on child residential or intellectual disability status, which may be associated with parent mental health outcome.
Finally, this research was cross sectional, so causal pathways cannot be isolated.
It is unclear whether higher levels of parent acceptance and empowerment lead to fewer Psychological Acceptance and Empowerment mental health problems among parents, or if parents with fewer mental health problems tend to utilize these coping strategies. In fact, there is considerable evidence from other studies to suggest that the behaviour problem-parent outcome pathway is bidirectional (Baker et al., 2003; Hastings et al., 2006; Lecavalier et al., 2006; Orsmond et al., 2003) .
Conclusions
This paper highlights the importance of considering the parent psychological experience when developing treatments for child problem behaviour. Child-focused therapy should not focus exclusively on the child because the child's experiences and behaviours affect, and are affected by, parents. At the same time that we provide parents with skills and supports to improve their children's experience, we must also invest in helping parents to deal with their own emotions and coping strategies. Focusing on psychological acceptance shows promise in this regard, with preliminary evidence to suggest that acceptance of one's situation can enable parents to push forward and deal with the situation in the moment (Blackledge and Hayes, 2006) . Further research is needed to investigate the effectiveness of such interventions, and other parent-focused therapies, with controlled designs and large, diverse samples of parents. Model 1:R 2 = .18, F(7, 220) = 7.11, p < .001 Model 2: R 2 = .29, F(9, 218) = 10.10, p < .001
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